Case Report
===========

A 59-year-old woman with newly diagnosed, treatment-naïve hepatitis C presented with right upper quadrant abdominal pain. One day prior, she underwent transjugular liver biopsy to evaluate for cirrhosis. Physical exam revealed stable vital signs, jaundice, scleral icterus, and guarding to right upper quadrant palpation. Liver function tests were consistent, with total bilirubin 11.2 mg/dL, AST 354 U/L, ALT 209 U/L, PT 15.2, and INR 1.2. Hemoglobin was 8.9 g/dL, decreased from baseline of 15 g/dL. Abdominal computed tomography showed a large soft tissue density extending the entire length of the common bile duct ([Figure 1](#F1){ref-type="fig"}). ERCP was performed, finding a dilated CBD greater than 2.5 cm with multiple large, amorphous filling defects ([Figure 2](#F2){ref-type="fig"}). Repeated balloon sweeps revealed blood clots ([Figure 3](#F3){ref-type="fig"}), and a nasobiliary tube was left in place for flushing. Despite this, the patient developed hemorrhagic shock. She underwent angiography, revealing distal hepatic artery laceration and subsequent coil embolization achieved hemostasis. After procedure, hemoglobin and vital signs stabilized. However, on hospital day 12, she again developed severe right upper quadrant pain. Abdominal ultrasound revealed an enlarged gallbladder with a thickened wall and a positive Murphy's sign. HIDA scan showed nonvisualization of the gallbladder, consistent with blockage of the cystic duct. She underwent laparoscopic cholecystectomy, confirming hemocholecystitis, with a tense gallbladder filled with blood. Histopathology was consistent with cholecystitis ([Figure 4](#F4){ref-type="fig"}). She did well postoperatively and is without any residual clinical sequelae greater than one year later.

![Abdominal computed tomography, interpreted as a large soft tissue density extending along the entire length of the common bile duct, which is mildly enlarged, and soft tissue density within the gallbladder.](CG-CGCR160007F001){#F1}

![ERCP demonstrating a markedly dilated CBD/CHD, 36 mm in diameter, with multiple large, lucent filling defects within the extrahepatic bile ducts, confirmed to be blood clots on balloon and basket sweeps. The intrahepatic bile ducts are moderately dilated.](CG-CGCR160007F002){#F2}

![ERCP revealing blood clots at the papilla.](CG-CGCR160007F003){#F3}

![Microscopic examination of the gallbladder demonstrates epithelium with chronic inflammation consistent with chronic cholecystitis (at 40x). During the surgery, it was noted that the gallbladder was filled with blood, but due to rupture of the gallbladder during surgery, no evidence of hemorrhage was identified grossly.](CG-CGCR160007F004){#F4}

Hemobilia is a rare complication of liver biopsy with an incidence less than 1%, occurring immediately or within 1 week after biopsy.[@B1] Classic clinical presentation with Quincke's triad (right upper quadrant pain, jaundice, and gastrointestinal hemorrhage) occurs in only 20% of patients with hemobilia.[@B2] Resultant biliary obstruction requires ERCP with sphincterotomy and clot extraction. While half of cases reach hemostasis spontaneously, the remaining cases require embolization.[@B2] Hemocholecystitis following liver biopsy is even more uncommon, with only a few cases reported in the literature.[@B3] When right upper quadrant pain worsens despite proper treatment of hemobilia, hemocholecystitis should be suspected and can be confirmed with a HIDA scan. Without prompt diagnosis, gallbladder perforation can occur in 2%--15% of hemocholecystitis cases as a result of gangrenous cholecystitis.[@B4] Treatment involves early cholecystectomy.
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